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National Trends in Use of Monitored Anesthesia Care for Outpatient Gastrointestinal Endoscopy in the Veterans Health Administration
Historically, sedation for routine gastrointestinal (GI) endoscopy has been directed by the endoscopist (generally with shortacting opioids and benzodiazepines). In recent years, use of monitored anesthesia care (MAC) for GI endoscopy has been increasing, with rates increasing to 47.6% and 53.0%, respectively, in Medicare and commercially insured patients in 2013. 1 Monitored anesthesia care requires the presence of an anesthesiology professional and typically involves administration of propofol, leading to a deeper level of sedation. It is estimated that use of MAC for esophagogastroduodenoscopy (EGD) and colonoscopy resulted in additional national expenditures of more than $1 billion for Medicare and commercially insured patients in 2009 2 and is associated with higher rates of 30-day endoscopy-related complications compared with standard sedation. 3 Current guidelines recommend considering MAC for patients with anticipated intolerance of standard sedatives or certain comorbidities, but caution that MAC is not cost-effective for average-risk patients undergoing routine procedures. 4 Yet, more than half of MAC appears to be used for routine endoscopy in low-risk patients, suggesting widespread guideline-discordant use that may in part be driven by financial incentives.
1
To better understand the extent to which increasing MAC use might be driven by financial incentives vs other factors, we assessed trends in MAC use in the Veterans Health Administration (VHA), an integrated health care delivery system with a capitated payment model.
Methods |
The institutional review board of the VA Ann Arbor Healthcare System approved this study. The requirement of informed consent was waived due to the retrospective nature of the study. This was a retrospective cohort study using data obtained through the VA Corporate Data Warehouse. The study population consisted of veterans who underwent outpatient EGD and/or colonoscopy at a VHA facility in fiscal years (FY) 2000 through 2013. Cases were identified via Current Procedural Terminology (CPT) codes for colonoscopy and EGD. Cases were identified as having been performed with MAC when one of the relevant procedure codes occurred on the same day as anesthesia CPT codes 00810 or 00740. A cross-sectional validation study found MAC CPT codes to be accurate (sensitivity = 81%, specificity = 93%, κ = 0.74) compared with manual record review. Descriptive statistics were used for data analysis.
Results | A total of 3 564 085 procedures in 2 091 590 veterans were performed during the study period (Table) . Of these, 5.2% Given the current interest in moving from volume to value, there is increasing attention paid to the area of appropriateness of medical care. This has led to the development of campaigns such as Choosing Wisely, which reminds consumers and clinicians to determine whether care has minimal or no value. Third-party payers, including insurers and the Centers for Medicare and Medicaid Services, have developed alternative payment mechanisms such as bundled payments and accountable care organizations to try to decrease the use of low-or no-value services. The provision of anesthesia services routinely for lowrisk patients has been one of the areas in which the value of the service has been questioned. 1 In this issue of JAMA Internal Medicine, Adams and colleagues 2 report on trends in the use of monitored anesthesia care (MAC) for endoscopy in the Veterans Health Administration (VHA) as a means of further informing this debate. They report an increase in the use of MAC over time in the VHA but find that the overall rate remains low. The overall rate of anesthesia in routine endoscopy procedures has increased in the non-VHA sector dramatically from 14% in 2003 to 30% in 2009 but has varied greatly by region of the country. 3 There is little debate that anesthesia services are indicated for patients with serious comorbid illness such as congestive heart failure or emphysema. Previously, I discussed the potential benefits of routinely using anesthesiologist and nurse anesthetist services to provide MAC for endoscopy, including increasing the use of screening for cancer and benign disease, which has significant public health benefits. 4 The question remains why there continues to exist dramatic differences in the use of anesthesia between different parts of the country and between the private sector and those cared for by the VHA, as shown in this issue by Adams and colleagues. 2 Is it possible that our veterans are more tolerant and are comfortable with nurse-administered benzodiazepines and opiates as opposed to the anesthesiology practice of using a propofol infusion? It would be important to determine whether the colonoscopy screening rate in the veteran population is similar to or lower or higher than those observed for populations in which anesthesia is used. If lower because of fear of discomfort, then the present article should lead to increases in the use of fecal-based testing or in anesthesia for colonoscopy screening in our veterans. If higher, the rates of MAC for nonveterans should be reevaluated to determine whether concerns with anesthetic risks affect the decision to undergo colonoscopy.
Assuming that screening rates and satisfaction are similar, what are other potential drivers for the increased use of anesthesia services? These include the ability to perform procedures more quickly when anesthesia rather than moderate sedation is used, as well as increased reimbursement for anesthesia services. The greater efficiency and reimbursement with anesthesia leads to increased costs to the overall system with increased revenue per unit time for the endoscopist and health care facility.
Given the findings of Adams and colleagues, 2 our first obligation to our veterans is to ensure that they are truly getting the best care and are satisfied with the care. Once that is ensured, and if the current findings simply reflect financial drivers on current practice, then the present article adds to the growing recommendations that bundled care for endoscopy has the potential to lead to delivering the best value: optimal care at the least cost. 1, 4, 5 If gastroenterologists, anesthesiologists, and facilities receive a set fee for the endoscopy procedure and the anesthesia and/or sedation services, then the incentive to provide anesthesia, in situations in which it is not needed, will be eliminated. However, to achieve the goal of getting the most value for our health care dollars, we need a better understanding of the value of anesthesiology vs moderate sedation for performing endoscopy. 
